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This study investigated the links between aspects of
cultural life and responseto ethnic monitoring questions,
and compared parental and adolescents' responses.

Questionnaireswere given to consecutive attendereat a
child and adolescent psychiatry department situated in
central London. Forty-seven parents participated, and
24 adolescents (aged 12-16 years) also completed
questionnaires. Parents came from many parts of the
world and their offspring were mostly born in the UK,but
had varied cultural life with respect to language, peer
group and diet. Just over half of the offspring were
regarded as 'White British' by parents but the second
largest group was that marked 'other', who all had

mixed identity. There were differences in how parents
described adolescents, especially in relation to peer
culture. Since ethnic categories have limitations the
data should be used carefully, and for many aspects of
health planning and delivery other cultural variables
would be useful. Consideration should be given to the
need for specifying whether adolescents or their parents
should respond to ethnic monitoring questions.

Ethnicity has emerged as an important epidemi-
ological variable (Senior & Bhopal, 1994). It is
useful in understanding the distribution of
disorders in communities, their aetiology and
evaluating health service delivery and access
(Balarajan & Raleigh, 1993). Nevertheless, the
concept of ethnic identity and the issue of ethnic
monitoring within the National Health Service
are controversial. This is partly due to the
introduction in April 1995 of the Department ofHealth's mandatory collection of ethnic group

data of patients admitted to hospital, and their
widespread use in out-patient settings. There is
also controversy concerning the census headings
that are used for monitoring in health settings
(Senior & Bhopal, 1994). These issues are
particularly pertinent for mental health services
in view of the controversy surrounding associa
tions between ethnicity, psychiatric diagnosis
and equitable access to diverse treatments
(Fernando, 1995).

A consistent set of categories for ethnic
monitoring is needed, and yet those in use have
serious limitations. Important problems are that
many ethnic minorities may feel forced to choose
a category, or will choose 'other' and suggest a

category that will not be used in data analysis
(Aspinall, 1995). This could be a problem for
purchasers and health providers who may be
using ethnic monitoring data which do not
describe particular ethnic groups which are large
enough to justify special attention at a local level,
for example the Vietnamese community in South
London (Aspinall, 1995). Another problem con
cerns the fact that ethnic categories may
apparently homogenise people from ethnic min
orities. An example is the category 'Black Afro-
Caribbean', which could be used to describe

people who come from one geographical area
although there are at least four different lan
guages spoken there, with at least as many
cultural influences (Hutchinson & McKenzie,
1995).

Ethnic identity occurs as a result of self-
attribution and attributions by others (Banton,
1977. 1983). Ethnicity refers to the range of
attributes that make distinctions between social
groups (Barth, 1969). These attributes are drawn
from many cultural domains such as religion,
language and kinship. The cultural distinctions
are associated with economic and political
differences, so that ethnicity, culture and social
class may overlap (Banks, 1996). Within this
complex matrix, ethnicity is constantly changing
as the minority communities develop and the
relationship with the dominant culture and
country of origin alters (Ballard, 1994). This
means that people will constantly be changing
how they perceive and describe themselves. In
addition there may also be generational differ
ences (Ballard, 1994; Baumann, 1995).

Given that ethnicity is constituted through a
variety of meanings and contexts, any one way to
describe it will have some limitations. From the
point of view of health planning a range of data
may be required (Senior & Bhopal, 1994). Useful
variables may include country of birth, language,
diet and religion. It is also useful to collect data
about socio-economic status which can be an
important confounder in analysis of ethnic data.
While it is now usual practice for the data to be
provided by self-report, there has been little
consideration about young people in the adoles
cent age range and whether they should provide
this data, or their parents.
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In order to clarify these issues, this study
aimed to explore the different aspects of ethnic
identity, and relate them to responses on the
existing ethnic categories. The second aim was to
assess whether parents and adolescent offspringuse different ways to describe the adolescents'
ethnic identity.

The study
All children and at least one parent attending StMary's Department of Child and Adolescent
Psychiatry, London, for the first time were
eligible. This involved far fewer families than
the numbers referred to the department, becausemany were seen at the St Mary's Hospital site, or
did not attend for their initial appointments at
the Department of Child and Adolescent Psy
chiatry. The families were provided with an
information sheet explaining the rationale and
aims of the study and requesting participation.
Concerns about the study were clarified at the
time of attendance in the department. Parents
were asked to complete questionnaires, and also
adolescent children (12years or older) were given
questionnaires so their responses could be
compared with their parents.

The study utilised a questionnaire and a
proforma, at the time of attendance. The questionnaire regarding children's culture was de
rived from the one developed by Pumariega in the
USA (Pumariega, 1986). This questionnaire was
originally developed as a measure of accultura
tion to quantify the extent to which Hispanic
female adolescents living in the USAhad adopted
White American culture. Two similar versions of
the culture questionnaire were used, one for the
adolescent and one for the parent(s). The firstquestion asked parents 'How would you describe
him/her in terms of social/ethnic group orsocial/economic position?'. The first question
for adolescents was 'How would you describe
yourself in terms of social/ethnic group orsocial/economic position?'. The other questions
are apparent from Table 2, which links the
questions to the responses. The tenth and final
question is the same as that used for ethnic
monitoring in the National Health Service. (A
copy of the questionnaire is available from M.H.
upon request.) Basic socio-demographic data
regarding the parents were collected on a
proforma.

The data were analysed using SPSS for
windows (Norusis, 1993). Data analysis involved
descriptive statistics.

Findings
Over the 12-month period of this study 98
parents were eligible for inclusion. The largest

group not included was 36 parents and offspring
who did not attend for the initial appointments
offered, and contact with them could not be
made by the investigators. Six cases were not
included because the investigators could not be
present in the department at the time of their
attendance. Five parents were not approached
on the recommendation of the clinicians involved
with their care. One parent refused to partici
pate, and one could not speak English and an
interpreter was not present. For two adolescents
parents did not participate. The remaining 47
parents and children participated, but in two
cases parents were not involved, but question
naires were completed by adolescents attending
alone.

The parents had diverse backgrounds: 15
fathers had manual occupations, 13 non-man
ual, and three made no response to this
question. The parents had been born in varied
parts of the world, as can be seen in Table 1.

For 37 parents who responded, country of
birth was the same for 22 couples (59.5%). Using
ethnic categories, 16 couples out of 35 (45.7%)
scored the same. The mean age of the mothers
was 39.3 years (s.d. 7.8), and for fathers the
mean age was 43.1 years (s.d. 7.5).

Among the 49 children for whom help was
sought, 25 were male and 24 female. The mean
age of the children was 10.2 years (s.d. 4.4). with
a range of 1.0-16.0 years. Twenty-six of the
children were in the adolescent age range,
defined here as 12-16 years. The 49 children
and adolescents attended for diverse problems,
the disorders falling into the following ICD-10
categories: F20-29 schizophrenia, schizotypal
and delusional disorders. 1: F30-39 mood
(affective) disorders, 4: F40-48 neurotic, stress
related and somatic disorders, 15: F50-59 eating
and sleep disorders, 7: F70-79 mental retard
ation, 3: F80-89 disorders of psychological
development (e.g. autism), 2: F90-92 hyper-
kinetic and conduct disorders, 9: F93-94 emotional
disorders, and disorders of social functioning, 2;
F95-98 tic disorders, and non-organic enuresis
and encopresis. 2: no disorder, 4.

Table 1. Country of birth of parents

Mothers Fathers

UKEurope
or NorthAmericaMiddle
East/NorthAfricaSub-Saharan

AfricaAsiaSouth

AmericaCaribbeanNo

response1312624104(31.0)(28.6)(14.3)(4.8)(9.5)(2.4)(0)(9.5)1613233222(37.2)(30.2)(4.7)(7.0)(7.0)(4.7)(4.7)(4.7)

Total 42(100) 43 (100)
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Parental responses to the culture questionnaire
are shown in Box 1. These responses were divided
into the following categories: appearance, where
there was description of skin colour; region, where
a country or geographical area was given; econom
ic, where class or money were indicated; and
personality, when personality attributes were
given. Many responses referred to attributes from
more than one category. The combinations are:
region with appearance (e.g. English White): region
with appearance and economic status (e.g. White,
English middle class); economic with region (e.g.
middle class English-Ghanaian-Lebanese, or
working class Irish); economic with appearance
(e.g. White middle class).

The responses to the other questions in the
cultural questionnaire are shown, except for
question seven concerning clothes and cos

metics. This question resulted in such varied
responses that they could not be ordered into
coherent categories, or any pattern identified, so
the responses have been omitted. The response to
question 10 showed that there were 33 responses
from the suggested categories (White British 28;
White Irish 2; Black Afro-Caribbean 1; Indian/
Pakistani/Bangladeshi, 2). Fourteen were re
sponses from categories provided by the parent.

The response of the parents and adolescents
can be compared for the 24 adolescents who
completed questionnaires. The extent to which
there are differences in response between ado
lescents and their parents is shown in Table 2.

The details of the differences to question 1 are
shown in Table 3.Comparison of parents' with adolescents' re

sponses may vary according to the question they

Box 1. Parents' responses to
culture questionnaire (n=47)

Question 1. Description of child . .

Single attribute Combined attribute

AppearanceRegionEconomicPersonality4192491090

Question 2. Child born in UK?.. .yes (n=41), no (n=6). Region if not UK: Eire/Europe (n=2).
Middle East (n=l), Sub-Saharan Africa (n=l) {no response (n=l)). If not born in UK, mean time of
residence in UK=4.7 years.

Question 3. Language spoken at home?... English (n=33), not English (n=14). If not English,
how often are other languages spoken?... All of the time (n= 1), most of the time (n=3), equally
with English (n=4), sometimes (n=5) (no response (n=l)).

Question 4. Language spoken mostly with friends?... English (n=46), no English (n=0) (no
response (n=l)).

Question 5. Does he/she think in English?... yes (n=44), no (n=l; Russian) (no response
(n=2)).
Question 6. Type of food he/she eats?... food item-specific (e.g. beans, chicken) (n=5). culture-
specific (e.g. Indian, English) (n=24), generic (e.g. anything, international) (n=18).

Question 8. Are his/her friends mostly English?... yes (n=36), no (n=ll). If yes, how
many?...some (n=13), most (n=2), all (n=2), (no response (n=19)).

Question 9. Are these English people married into the family?.. .yes (n=36), no (n=l 1). If yes,
how many?... some (n=13), most (n=2), all (n=2) (no response (n=19)).

Question JO. Do you consider him to be ... White British (n=28). White Irish (n=2). Black
African (n=0). Black Afro-Caribbean (n=l), Indian/Pakistani/Bangladeshi (n=2), Asian other
(n=0), other (n=14; Anglo-Iranian (n=2), Black British. White European, White Brazilian, Afro-
Arab. Eurasian. Filipino-British, Euro-Caribbean, Sri Lankan, Irish/Scottish, Anglo-Arab.
British Ghanian. mixed (n=l each)).
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Table 2. Responses from adolescents and their
parents about the adolescents (n=24)

Different
Adolescent parent
response response

Question 1. Self description 24
Question 2. Born in the UK 21
Question 3. Only speak English 22

at home
Question 4. Mostly speak English 249

1
30

with friends
Question 5. Think in English24Question

6. Type of food eaten24Question
8. Friends mostly 18EnglishQuestion

9. English people16married
intofamilyQuestion
ÃŒO.White British 15Question
TO. Other responses 9186903

Table 3. Self-description by adolescents and
parental description compared (n=24)'

Adolescents Parents

Single Combined Single Combined
attribute attribute attribute attribute

Appearance 2
Region 7
Economic 0
Personality 5

1. Seven adolescents and three parents did not respond.

are answering. To address this issue, compar
ison can be made between their responses to
open question of the culture questionnaire and
the closed question used for ethnic monitoring.
For question one, there was agreement between
the parents in 15 cases, and disagreement in
nine (n=24), whereas, for the closed question 10.
there was a higher level ofagreement, in 21 out of
24 cases (P<0.1).

Comment

This study of attenders at a child and ado
lescent psychiatry department situated in
central London involved parents who came from
all over the world and there was a high level,
approximately half, being culturally mixed
unions. They describe their offspring in very
diverse ways, referring to appearance, region,
economic position and personality. Although
most of the children were born in the UK
(87.2%), a significant minority did not come
from predominantly English-speaking house

holds (29.8%). Almost all these children spoke
English with their friends (97.9%), although
some had mostly non-English friends (23.4%).
As far as selection of ethnic categories was
concerned, just over half (59.6%) of thesechildren were reported to be 'White British' by
their parents. The second largest category,(29.8%) scored 'other', and recorded mixed
identities. There were significant differences
when adolescents responded to these questions,
especially regarding self-description, type of
food eaten and whether the peer group was
mostly English. The parent adolescent agree
ment regarding these questions tended to be
greater for the closed questions, for example the
questions used for ethnic monitoring.

The data from this study suggest that in the
inner cities, where there are many immigrants,
many health service users will not be using the
main ethnic categories to describe themselves or
their offspring. The high proportion of children
and adolescents regarded as having mixed
identity is in keeping with recent research that
suggests that adolescents take some aspects of
their cultural identity from their parents but are
also active participants in constructing new
identities (Tizard & Phoenix. 1993; Ballard.
1994: Baumann, 1995).

At a practical level, the results indicate that
health planning and the development of services
cannot ignore this large group. Currently data
suggest this group may be omitted from health
planning. This creates difficulties interpreting
ethnic data, consistent with larger studies
(Aspinall, 1995). Furthermore, many important
aspects of cultural life are not identified by
existing categories. They give no indication of
languages spoken. There are differences betweenparents' and adolescents' responses to the
questions asked in assessment of cultural life,
especially when open questions are asked orthere is inquiry about adolescents' involvement
with peers. Even with the closed question used
for ethnic monitoring, there are differences in
how adolescents and parents score ethnicity for
the non-White British group.

The main limitation of this study is the small
study population. It is unclear whether parents
and adolescents presenting in other health
services would respond differently to these
questionnaires. Further study of these issues
would be important.

The findings of this study suggest that re
sponses to ethnic monitoring should be inter
preted cautiously. Collection of ethnic
monitoring data should be accompanied by
consideration of how the data will be used. Other
variables such as country of birth, and first
language would be important for many studies.
To reduce variability in the way ethnic monitor
ing is carried out there should be guidelines as to
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whether adolescents or their parents respond to
the questions.
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